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Eating disorders are defined by the American Psychiatric Association as “behavioral conditions 
characterized by severe and persistent disturbances in eating behaviors and associated 
distressing thoughts and emotions”1. They include anorexia nervosa, bulimia nervosa, binge 
eating disorder, avoidant restrictive food intake disorder (ARFID), other specified feeding and 
eating disorder (OSFED), pica, and rumination disorder1. 28.8 million Americans, or 9% of the 
United States population will experience an eating disorder at some point in their lifetime and an 
eating disorder-related death will occur every 52 minutes2. They are one of the deadliest mental 
illnesses, second only to opioid overdose3.  
 
Despite the high prevalence and mortality rate, only one third of individuals with an eating 
disorder will ever receive treatment11. This may be due to a variety of factors such as lack of 
perceived need for treatment among individuals with eating disorders, failure by clinicians to 
make diagnoses/referrals, and lack of treatment resources12. Additionally, there is a societal 
perception that only thin, white, affluent, females are affected by eating disorders, which means 
that individuals who do not match that description may be less likely to seek treatment, be 
diagnosed, or receive treatment12,13. A 2018 study by Sonneville & Lipson that looked at eating 
disorder symptoms and treatment in college undergraduate and graduate students found that 
students of color were less likely to receive an eating disorder diagnosis, females were more 
likely than males to perceive a need for treatment, be diagnosed, or receive treatment, and 
individuals with overweight and obesity were less likely to have been diagnosed than individuals 
with a healthy weight12. Furthermore, individuals with disordered eating are much more likely to 
receive treatment for weight loss than for disordered eating, especially those with binge eating 
disorder14. This is especially worrisome because weight loss efforts have been shown to 
exacerbate disordered eating15.  
 
Treatment for an eating disorder should include psychological, behavioral, nutritional, and 
medical care1. According to the Academy of Nutrition and Dietetics, a registered dietitian (RD) is 
an essential component of an eating disorder treatment team and can provide support through 
nutrition assessments, medical nutrition therapy, and nutrition counseling using modalities such 
as motivational interviewing, cognitive behavioral therapy, and/or dialectical behavioral 
therapy4. Additionally, emerging research suggests that concepts from intuitive eating and 
health at every size may be effective in eating disorder treatment and prevention4. However, 
there are few case reports detailing how clinicians, specifically registered dietitians, can 






Health at Every Size 
Health at Every Size (HAES) is a trans-disciplinary approach to both policy and individual decision-
making that focuses on health promotion without using weight as a health indicator5,6. The HAES 
model is composed of five principles as outlined by the Association for Size Diversity and Health 
(ASDAH)6. They are weight inclusivity, health enhancement, eating for well-being, respectful 
care, and life-enhancing movement6. HAES is considered a weight-neutral approach to 
healthcare in contrast to a weight-centric approach that uses weight loss as a measure of 
health5,10. It challenges the assumptions that weight loss will prolong life, that anyone can lose 
and keep weight off, and that the only way for those living with obesity to improve health is 
through weight loss10. HAES instead proposes body acceptance, intuitive eating, and active 
embodiment10. 
 
Despite being a relatively new model there is already research, including several randomized 
control trials showing that HAES interventions were associated with improvements in 
physiological measures (blood pressure, blood lipids), health behaviors (physical activity, eating 
disorder pathology), and psychosocial outcomes (mood, self-esteem, body image)5,7,8,9,10. 
Additionally, the HAES model had much higher retention rates compared to control groups 
(weight loss or social support groups)5. A 2016 study by Mensinger et al examined the effects of 
internalized weight stigma on eating behavior outcomes by comparing a weight-neutral program 
(with HAES-like tenets) to a weight-management program in women with high BMI16. Study 
results showed greater reductions in disordered eating for women in the weight-neutral 
program and increased disordered behaviors (i.e., restraint) for those in the conventional 
weight-management program16. Given findings like these, a HAES approach may be more 
successful in treating eating disorders, especially in individuals with higher BMIs who may be 





Intuitive eating is a non-diet approach to eating behavior that relies on internal hunger and 
fullness cues to guide eating with an emphasis on positive relationships with food, body, and 
physical activity17. The approach was created in 1995 by two dietitians: Evelyn Tribole and Elyse 
Resch17. It is characterized by 10 principles: rejecting the diet mentality, honoring hunger, 
making peace with food, challenging the food police, discovering the satisfaction factor, feeling 





Intuitive eating has been proposed as an alternative to weight management strategies that often 
promote restriction of food intake. Dietary restriction has been associated with weight gain18 
and a higher body mass index (BMI)19, increased risk of disordered eating20, emotional 
difficulties, body image concerns, and reduced cognitive functioning;21,22 whereas, intuitive 
eating has been associated with body appreciation, self-esteem, reduced disordered eating, 
lower BMI, reduced body shame, and improvements in cholesterol, blood pressure, and 
depression9, 23-25.  
 
As noted above, intuitive eating has been associated with reductions in disordered eating 
behaviors20. Research also suggests that individuals with various types of eating disorders are 
capable of learning to eat intuitively, which is associated with positive treatment outcomes27 and 
a HAES approach has also been shown to increase intuitive eating scores28. However, a 2021 
meta-analysis of intuitive eating surveyed 97 independent studies, yet only five examined 
intuitive eating in individuals with eating disorders, highlighting the need for more research in 
this area26.  
 
Weight Stigma 
The National Eating Disorders Association (NEDA) defines weight stigma as “discrimination or 
stereotyping based on a person’s weight”29. It comes from the belief that certain body sizes, 
specifically thinner ones, are better, healthier, and/or morally superior to larger bodies30. 
Weight-based discrimination often leads to internalized weight bias, which is characterized by 
blaming oneself for weight stigma, applying negative weight-based stereotypes to oneself, and 
judging oneself negatively because of body weight31. In a study of 3500 U.S. adults, internalized 
weight bias was experienced by 44% of the general study population and 52% of those with 
obesity31. This type of stigma is correlated with significant negative health outcomes including 
depression, anxiety, substance use disorder, eating disorders, diabetes, and cardiovascular 
disease32,33. It is also associated with increased blood pressure, reduced cognitive control, and 
exercise avoidance34,35. 
 
As weight stigma is associated with numerous negative health outcomes, including eating 
disorders, it may be beneficial to address internalized weight stigma during eating disorder 
treatment, especially with individuals in larger bodies who may experience greater amounts of 
stigma32. Evidenced-based interventions for reducing internalized weight stigma are lacking, 
however emerging research suggests acceptance-based approaches (i.e. mindfulness and self-







A 28 year old Caucasian female contacted a non-diet (intuitive eating and health at every size 
informed) outpatient nutrition therapy office to request services in May 2020. The patient’s 
medical history included post-traumatic stress disorder and generalized anxiety disorder. Her 
weight was 220lbs, with lifetime fluctuations from 150-240lbs. At baseline the patient reported 
disordered eating (she would restrict during the day and then have one large meal at night), 
disordered exercise (60 minute fitness videos daily with little to no allowance for rest days), low 
energy levels, sleep disturbances, lightheadedness, constipation, fear of carbohydrates, and 
multiple weights taken daily. She was not formally diagnosed, but appeared to meet the criteria 
for eating disorder not otherwise specified (EDNOS).  
 
At the initial session the patient presented with a strong motivation to change and stated being 
“tired of living my life like this”. During this session the dietitian conducted a nutrition 
assessment, which included an overview of the patient’s eating disorder behaviors, eating 
disorder history, medical history, family history, weight history, physical presentation, a 24 hour 
dietary recall, the patient’s expectations for nutrition therapy, and an overview of the patient’s 
interests, hobbies, and home life. After completing the nutrition assessment, the dietitian 
identified goals for treatment that included normalizing eating (3 meals per day and at least 2 
snacks), normalizing movement, challenging negative food beliefs, and providing education on 
intuitive eating and health at every size (HAES). She also provided recommendations for 
establishing care with a HAES eating disorder therapist and primary care doctor. The client 
agreed to meet virtually for 50 minute sessions every other week.  
 
Normalizing Eating 
Addressing a patient’s basic nutrition needs is a top priority, so the first main focus for nutrition 
therapy was establishing a meal and snack structure. The dietitian assessed whether the patient 
preferred a structured meal plan or general guidelines. The patient indicated that less structure 
felt better due to her history of restrictive dieting. With this in mind, the dietitian recommended 
eating three meals and at least 2 snacks per day, with the goal to eat every 2-4 hours. Together 
they discussed ideas for building balanced snacks and meals and the dietitian provided handouts 
on the exchange system for reference.  
 
By June, the patient was eating 3 meals per day, but was struggling to incorporate afternoon 
snacks. She was also experiencing feelings of guilt and gastrointestinal (GI) discomfort, but did 
note an increase in energy throughout the day. During subsequent sessions the dietitian and 
patient brainstormed ideas for including an afternoon snack, such as planning ahead to bring a 
snack to work and using convenience items such as granola bars or trail mix. The dietitian also 
helped normalize the GI discomfort that can occur during renourishment in eating disorder 
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recovery. Within another month, the patient was consuming 3 meals and 2 snacks per day and 
was no longer experiencing GI discomfort.  
 
In April, the patient completed the Eating Attitudes Test (EAT-26) from the perspective of just 
prior to starting nutrition therapy and from the present perspective. The survey was specific to 
the development of this case report, which was started in January- several months after the 
patient had begun working with the dietitian. For this reason, it was not possible to gather data 
at the start of nutrition therapy; hence the retrospective collection method. Results of the EAT-
26 indicated that prior to starting nutrition therapy, the patient always engaged in dieting 
behavior and that she usually avoided eating when hungry. At present, she indicated that she 
never engages in dieting behavior and that she never avoids eating when hungry.  
 
Normalizing Movement 
Starting in early June the dietitian began working with the patient to explore her relationship 
with exercise. To begin, the dietitian encouraged completion of an “exploring relationship with 
exercise” worksheet. It included questions such as “How do you know if movement is recovery or 
eating disorder motivated?” and “Does exercise feel more like a ‘have to’ or a ‘want to’?”. This 
activity revealed that the patient experienced exercise as a ‘have to’ activity that feels like 
punishment and leads to guilt when working out less than 60 minutes per day or if taking rest 
days. They also discussed motivations for exercise, which the patient reported as weight loss and 
appearance change.   
 
In response to these revelations, the dietitian worked with the client to redefine movement as 
something that can be a form of self-care and enjoyment. They discussed how movement is a 
variety of activities from fitness videos, to walks, to getting out of bed in the morning. This 
challenged the patient’s definition of movement as only actions that result in a high heart rate 
and sweat production. Movement has numerous physical and psychological benefits, such as 
better sleep and reduced anxiety, but the patient was exercising well in excess of the Center for 
Disease Control’s recommendation of 150 minutes per week and was likely not experiencing 
those benefits38. After redefining movement, the dietitian suggested taking 1 rest day or 
reducing movement by 30 minutes for two days before their next meeting. The patient was 
successful in taking a rest day; however, she did compensate by restricting her food intake in 
response. By the next session the patient had taken 2 rest days and had avoided compensating 
with nutrition entirely. 
 
In August the patient began exploring movement as a form of self-care instead of punishment. 
Per the dietitian’s suggestion, she began substituting one day of fitness videos with a different, 
more enjoyable form of movement. This included yoga and hikes with her husband and friends. 
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Initially this was accompanied by feelings of guilt and thoughts of it “not counting” as movement, 
however the patient also reported feeling good in her body during yoga. 
 
By October the patient had ceased the daily fitness videos and was beginning to give herself 
permission to not work out at all if she desired. The dietitian was encouraging her to be more 
intuitive with movement and to ask herself if, what, and how much movement she wanted. As 
the patient normalized her movement, they focused more on challenging and reframing 
thoughts that coupled exercise with the patient’s self-worth.  
 
The patient continued to normalize her movement and thoughts around movement as sessions 
progressed. The winter holidays brought up body image and food comments from family that led 
the patient to briefly become more rigid with exercise (reengaged in fitness videos for a week), 
but she noted that it made her feel exhausted and miserable and she was able to resume 
intuitive movement soon after.  
 
When the patient completed the Eating Attitudes Test (EAT-26) in April, she indicated that prior 
to starting nutrition therapy, she always thought about burning up calories when exercising and 
that she was daily exercising for an hour or more in an attempt to control her weight. At present, 
she indicated that she never thinks about burning up calories when exercising and that she never 
exercises for an hour or more in an attempt to control her weight.  
 
Challenging Negative Food Beliefs 
In early sessions, the patient reported negative food beliefs such as “some foods are good and 
some are bad”, “carbohydrates are bad” and “fat will make me fat”. As a result of these types of 
thoughts she had numerous fear foods that she would avoid (carbohydrates, cheese, 
condiments, desserts, dressings, fast foods, fats, fried foods, packaged foods, etc.), however she 
commented from the beginning that she missed consuming these foods. The foods that the 
patient felt safe to consume included items like lean proteins, nut butters, vegetables, fruit, 
whole grains, and non-dairy yogurt.  
 
In mid-June, after a meal and snack structure had been established, the dietitian suggested the 
patient complete a “fear food pyramid” worksheet. This activity brought attention to what foods 
the patient deemed “safe” versus those that she avoided and was fearful of consuming. Then in 
July, the dietitian encouraged the patient to challenge herself by consuming 2 fear foods 
between sessions. In anticipation of the distress this might cause, the dietitian helped the 





The patient successfully incorporated a roll with butter and a salad with dressing into her diet 
that week. In subsequent weeks the patient challenged other fear foods like ice cream, Cheez-
Its, and fast food. Consuming fear foods often brought up eating disorder thoughts (i.e. “butter is 
bad”), which the dietitian would help the patient challenge through fact-checking, reframes, and 
by debunking nutrition myths. For example, the myth “fat will make me fat” was countered with 
information about how dietary fats are necessary for absorption of fat-soluble vitamins and for 
organ protection. Throughout this process the patient identified positive aspects of fear food 
consumption, such as enjoying foods she had been missing and creating sources of connection 
like when she went out for ice cream with her husband. By February, the patient was regularly 
consuming foods previously identified as fear foods, with little distress. 
 
When the patient completed the Eating Attitudes Test (EAT-26) in April, she indicated that prior 
to starting nutrition therapy, she always avoided foods with a high carbohydrate content, she 
usually avoided foods with sugar in them, and she always felt uncomfortable after eating sweets.  
At present, she indicated that she never avoids foods with a high carbohydrate content, she 
never avoids foods with sugar in them, and she rarely feels uncomfortable after eating sweets.  
 
Intuitive Eating & Health at Every Size Education 
In May, when the patient started nutrition counseling she had already heard of intuitive eating 
(IE) and health at every size (HAES) from social media. This was part of the reason she sought out 
a non-diet establishment, however the concepts were still very new to her at the time. Explicit 
discussion of IE and HAES did not become a focus of sessions until after eating and movement 
had started to normalize. Around mid-August, the patient purchased Intuitive Eating by Evelyn 
Tribole and Elyse Resch, as well as the accompanying workbook.  
 
The patient began reading Intuitive Eating on her own and then during sessions they would 
discuss the concepts and principles of IE. In September, the dietitian shared a worksheet on the 
“hunger-fullness scale” and they discussed the different types of hunger (physical and 
psychological) and reframed the disordered thoughts that accompanied certain levels of fullness. 
It was a challenge for the patient to not turn IE into a diet at first (eat only when hungry and 
always stop when full), but the dietitian emphasized that IE is about gentle nutrition and 
freedom from food rules and with time the patient grew in her ability to eat intuitively.  
 
As the patient learned more about IE, she would explore how her childhood and past history of 
dieting had contributed to some of her disordered thoughts and behaviors around food. Noticing 
how a culture of dieting and weight loss had always surrounded her, she was better able to work 




HAES education occurred explicitly around December when the patient read Health at Every Size 
and Body Respect by Lindo Bacon. She also began listening to Christy Harrison’s Food Psych 
podcast, which is run by a non-diet dietitian who incorporates HAES, IE, and social justice-
centered content in her work. By February/March, the patient had fully prescribed to the 
HAES/IE approach and was able to advocate for herself when confronted with weight-




As mentioned in the introduction, there are few case reports detailing how clinicians, specifically 
registered dietitians, can practically integrate intuitive eating (IE) and a health at every size 
(HAES) approach into the treatment of eating disorders. There is also a need for more research 
in the realm of intuitive eating and eating disorders and in interventions for reducing internalized 
weight stigma. This case report serves as a description of nutrition therapy incorporating IE and 
HAES for a young woman with an eating disorder and also examines how internalized weight 
stigma shifted over the course of treatment. 
 
The patient made tremendous improvements in normalizing her eating and movement and in 
challenging negative food beliefs. She went from eating one meal per day and engaging in 
punishing exercise to eating throughout the day and only engaging in movement from a place of 
self-care. She also confronted numerous negative food beliefs and can now consume all foods 
with little to no psychological distress.  
 
Explicit education about IE and HAES occurred through reading and discussing the corresponding 
texts, however elements of these approaches were interwoven throughout the nutrition therapy 
process. For example, from the beginning the dietitian never promoted weight loss (or gain) and 
she emphasized body acceptance and health-enhancing behaviors (nutrition and movement) 
without tying them to weight or body size. The dietitian also connected the patient to a weight-
neutral, HAES-aligned therapist and physician who would be less likely to stigmatize the patient 
based on her weight as previous clinicians had. Additionally, the dietitian emphasized concepts 
of intuitive eating and movement by challenging negative food beliefs and food rules, 
highlighting the varied forms of movement and discussing options for joyful movement, and 
examining feelings of hunger and fullness via the “hunger-fullness scale”. These elements reflect 
the HAES principles of weight inclusivity, respectful care, life-enhancing movement, and the IE 
principals of rejecting the diet mentality, honoring hunger, feeling fullness, respecting one’s body 




Reducing weight stigma was not a stated goal of nutrition therapy, however, over the course of 
11 months of HAES and IE-focused nutrition support, the patient reported significant reductions 
in internalized weight stigma. Along with the EAT-26 in April, the patient completed the Modified 
Weight Bias Internalization Scale (WBIS-M) from the perspective of just prior to starting nutrition 
therapy and from the present perspective. Prior to starting nutrition therapy, she indicated that 
she strongly agreed with the statement “I feel anxious about my weight because of what other 
people might think of me”, she agreed with the statement “I hate myself for my weight”, and she 
agreed with the statement “My weight is a major way that I judge my value as a person”. At 
present, she indicated that she disagreed with the statement “I feel anxious about my weight 
because of what other people might think of me”, she strongly disagreed with the statement “I 
hate myself for my weight”, and she strongly disagreed with the statement “My weight is a 
major way that I judge my value as a person”. 
 
This case report supports a HAES and IE approach to reducing eating disorder symptoms and 
internalized weight stigma, however it has numerous limitations and results should be 
interpreted cautiously as much more research in this area is needed. The patient was highly 
motivated to make positive changes and follow the dietitian’s recommendations and she had 
already heard of and was receptive to the concepts of HAES and IE prior to starting nutrition 
therapy. In addition, the EAT-26 and WBIS-M results were both collected retrospectively, which 
could introduce recall bias. Ideally, they would have been completed at the beginning of 
treatment and at the present, but unfortunately, that was not possible in this situation as 
described earlier. Future investigations into a HAES/IE approach to eating disorder treatment in 
more diverse populations is needed, as is more research into strategies for effectively reducing 
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